discharge policies and allowing a two day turn around for each bed, the estimated bed usage for head injuries is seven per million; 150% are for children.
It is not yet possible to estimate the number of neurosurgical beds per million which should be used for head injury, as distinct from those which actually are. The new Glasgow policy has been only partially successful in reducing avoidable deaths and disability; further improvements may require the transfer of even more patients at a stage when their injury still appears to be relatively mild. Such additional patients will be likely to increase only the number of patients who stay briefly in the neurosurgical unit. Determining the optimum transfer rate will entail balancing the risks in different types of patients with the numbers in different risk categories. Studies aimed at identifying these are in progress. The present Glasgow policy results in the transfer of still only 7-8% of patients with head injuries admitted to primary surgical wards; the optimum may be as many as 10-12%.
The extra beds that some neurosurgical units will require in order to provide adequate standards of care for head injuries may not call for extra regional resources. Evidence is emerging that too many patients are currently being admitted to primary surgical wards after mild head injuries," and that revised admission policies can reduce this number by as much as half. '4 Some of the resources thus released could be reallocated to provide more beds in regional neurosurgical units for the care of head injured patients. 13 Children with recurrent physical illnesses such as infections of the ears and chest are more likely than average to have developmental and behavioural disorders as well. Specialist skills are needed for the assessment and management of these disorders; the belief that "the child will grow out of it" is rarely correct. Any reorganisation of the child health services should take account of the need for children with developmental and behavioural disorders to be treated within the community by doctors and other health workers with the appropriate skills.
Introduction
Discussion of the planning and development of the best possible health service for children in Britain and other countries often neglects the clinical issues. A recent study of the use of child health clinics' (apart from its lack of any epidemiological validity) was depressingly traditional in its approach and failed to review adequately the neurodevelopmental or behavioural aspects of the children or to link the findings to the children's present health. All aspects of a child's health must be reviewed if an adequate understanding of needs is to be achieved, and account should be taken of what children and their mothers perceive as their needs. The rates of general practitioner consultation for the 0-4 year old population are equalled only by those for patients over 65,2 but most of these consultations are for the so called "minor" illnesses of childhood-namely, coughs, colds, and infections of the chest and ears. Certainly parents may come ostensibly with these problems when their real anxieties are about some other issue, but in our studies they rarely consulted their general practitioners formally about a developmental or behavioural problem (fewer than 50% of consultations). The purpose of this paper is to review some of the information that has led to a broadening of our view of the health needs of young children, to present some complementary data of our own, and to make some comments about child health services.
Developmental paediatrics
Developmental paediatrics has emerged as a major change in our ideas about the health care of young children in the past 30 years. Two of the prominent early British workers in the field, Illingworth and Sheridan, were much concerned with the description of normal standards of development and ways in which that development was best assessed. Perhaps this had the unfortunate effect of overemphasising what is called "screening" the young child; in fact, the prime aim of those two workers was seeing that "normal" and "abnormal" children were identified and competently assessed so that abnormal children might get help with their problems. Indeed, the traditional "developmental examination" is a rather peculiar mixture of assessment of the functions that develop during the early years of life, of which the assessment must vary as the child matures (motor development, and the acquisition of speech and language), and the functions that are nearly, if not fully, developed at birth (hearing and vision), for which special methods of assessment are needed because of the child's inability to cooperate with standard adult tests.
Follow up studies are now available to show us the consequences of delayed or abnormal development in young children. For example, Fundundis et al followed up 3 year old children with delayed speech and language and found a poorer educational attainment (measured, for example, by the Schonell reading test) by these children at 7.3 Richman et al produced similar findings. 4 Studies of this type emphasise that developmental disorders persist and that it is rarely safe for a doctor to say "he will grow out of it." While it is true that the child who at 3 has a delay in speech and language will probably be talking by 5, that is not the end of his troubles; he is highly likely to be in difficulties with reading at school within two or three years and more likely to be a child with a behaviour disorder. Characteristically developmental disorders show different symptoms at different ages.
Social and emotional development
Though Freud emphasised the importance of the early childhood years, only in the past 20 or 30 years has a proper study begun of the social and emotional development of the young child. Now, however, we have a great deal of information about the way in which young children form social relationships with the adults who take care of them, usually their mothers and fathers. These have been massively reviewed by Bowlby in his three large volumes,5-7 and the best shorter account is still probably that by Schaffer.8 Klaus et al were to the fore in showing the ill effects on children of separation of mother and child in hospital maternity units,9 while Bowlby drew attention to the dangers of separating mother and child during admission to hospital in the early years. The sinister effects of neglecting these aspects of child development are becoming evident now in studies of child abuse: in some studies children who have been in special baby units are overrepresented among children subsequently abused. Again, it is only recently that detailed studies have been made of behavioural problems in preschool children.' Haggerty showed that the child who is "stressed" by life events develops infection while other children exposed to the same infective agents remain well.'0 Quite clearly one potent source of stress for the young child could be inadequacies in the care given by the adult who looks after him. Measurement of the competence of care given is difficult and often highly subjective, but some studies have now looked at the relation between a mother's psychological state and the child's behaviour and development, since clearly a mother who is depressed is likely to be less effective than a mother who is not. Brown Developmental disorders-On examination we found a few children with evidence that suggested that they might later be categorised as clumsy, and some with visual and hearing disorders, but by far the most common developmental disorder was abnormal development of speech and language. This is hardly surprising, as language is arguably the most complex function that has to develop during the early years of life, involving as it does maturational changes in the central nervous system and complex interactions with the child's social environment. Behavioural problems-At all ages some mothers reported to us problems with their young children, and we present here only a summary of these. Night waking was the most common and most serious problem in the younger child, while in the older preschool child temper tantrums and difficulty in management were commonly reported (table IV) . Clearly all behaviour is in part an interaction between the child and his family, but the data we present are based on the mother's perception of the difficulties she was having with the child. 4 or more nights a week 43 (13) 43 (21) 43 (17) 45 (15) 40 (12) 28 (10) 2-3 nights a week 20 (6) 17 (6) 25 (9) 18 (6) 30 (9) (14) children not registered with a local general practitioner do not fall through the net. Arguments about services tend to be conducted without regard to the complexity of the clinical problems presented by the preschool child. Similar considerations arise with the health needs of the schoolchild. "Educational medicine," which we see as the school age branch of community paediatrics and concerned with such problems as children with reading retardation or the so called hyperactive child, needs to develop alongside a better primary care service for the schoolchild. The logic of strengthening and expanding "community paediatrics" seems to us to be inescapable.
(Accepted 16 March 1983) Thirty years on: examination performance and career success of the 1950-1 intake of Cambridge medical students RICHARD WAKEFORD, SARAH ROBERTS Abstract The relation between preclinical tripos and clinical examination results and subsequent career success of 188 medical graduates of Cambridge University was measured using five indicators of success. A generally positive relation was found, but this was not specific enough to make accurate individual predictions. Present levels of appointment were more closely related to clinical than preclinical results. No support was found for the local assertion that "2.1s" do better than "firsts" in clinical medicine. Since undergraduate examination results seem to be inaccurate predictors of later performance they should not be used as the principal evidence in making selection decisions.
Introduction
Undergraduate examination results figure prominently in subsequent job selection procedures, and it is generally tacitly assumed that there is a positive correlation between examination performance, medical competence, and career success. Unfortunately, recent reports on medical education offer little to support or contradict such a view. Those follow up studies that have been conducted largely concern the subject of specialty choice' 2 or location of practice,3 sometimes in respect of a particular group of graduates (for example, women).5 Some reports are limited to the relation in performance within medical school between preclinical and clinical examination success. 7One study followed up the careers of a particular group of scholars but did not contrast them with those of other students. 8 Two reports in the United Kingdom related overall success during the undergraduate course to early postgraduate experience. One reported a close association between student success and the ability to obtain subsequent posts in teaching hospitals; academic record and broad career choice were also related.'9 The other report showed that undergraduate examination success was related to the possession of a higher qualification at a point four and a half years after graduation.10 A report from the United States found a generally low positive relation between measures of undergraduate performance and ratings in the first postgraduate year. 1" In no report has the undergraduate examination performance of a representative student group been related to overall career success. Thus, in view of the paucity of evidence available, and particularly in the light of Hudson's general findings of poor
